carried out under local anaesthesia and all got the immediate dramatic improvement in hearing, but of the seven cases within six weeks five had gone back to the pre-operative degree of hearing. Unfortunately the war had prevented a proper follow-up but he saw one case last year quite by accident, when the lady was sent to him by a gynaecologist to ask if it was safe for her to have a baby, and he found the hearing had remained with a considerable degree of improvement over the five-year period.
Mr. C. A. Hutchinson said that a point ;apt to be overlooked was that in otosclerosis one was d'ealing with a general systemic disease and not merely with a local condition. Certainly the most interesting and probably the most correct of the many theories as to its aetiology was that put forward by Eckhert Moebius; accordingly surgery combined,,with appropriate general treatment offered a better chance of success than pure surgery alone.
In May 1939 he had shown one case in the Section which after the lapse of nearly five years still retained a very considerable portion of the primary improvement secured.
He was particularly interested in the fact that the many and varied initial techniques had become more or less standardized; all workers stressed the importance of the removal of bone chips, all used practically identical instruments, and all opened the labyrinth in almost identically the same position.
Like Mr. Simson Hall, he employed a continuous but controllable saline stream to remove bone chips, but added a few drops of adrenaline to help control haemorrhage.
With regard to anaesthesia he had found gas-oxygen-trilene combined with omnoponscopolamine premedication produced least haemorrhage during and after operation.
He envied Mr. Simson. Hall his operating microscope. Unfortunately his own work had been interfered with by three years' war service; he had tried on his return to obtain a similar instrument, but had failed and was therefore grateful to Major Fowler for his suggestion of an alternative such as mineralogist's binoculars. He had been using a Harman loupe, but its grave disadvantage was its short focal length causing insufficient room for instrumentation and difficulty in securing adequate illumination of the field of operation.
Mr. Simson Hall (in reply) said that in his opinion irrigation under complete control, and either constant or intermittent as required, formed the solution to many difficulties such as bleeding and troublesome bone dust. Adequate magnification was also of very great importance, in his opinion about 10 diameters was the optimum. This could be increased, however, in special circumstances, e.g. by "eyepiecing". The working distance was of importance and his instrument allowed about 15 cm. but what was of equal importance was the access which the instrument provided. Some dissecting microscopes were very bulky. Selection of patients was still one of the most difficult points. He agreed that extreme deafness was a contra-indication to operation. An attempt had been made to investigate patients as completely as possible, particularly in conjunction with an endocrinologist. Results so far were inconclusive. I Deterioration of hearing following operation had to be judged not only by the decibel loss from the original post-operative gain, but in relation to the probable position of the hearing had no operation been performed. That is to say, although the average immediate gain of 25-30 decibels was found as a rule to have sunk to a permanent level of 10-15 decibels after two or more years, the real gain to the patient was this 10-15 decibels plus the amount of deterioration in the opposite ear. That figure represented the real gain to the patient from the operation.
The patients experienced a sense of relief and new hope in their lives which was reflected in their appearance and outlook. (4) Age-group. Under 1 1-2 2-3 3-4 4-5 5-6 6-7 7-8 8-9 9-10 10-11 11-12 12-13 68 45 42 27 30 40 31 18 12 12 11 8 6
Previous otitis 14 17 7 6 5 9 7 5 3 5 3 2 3 This is an analysis of the cases admitted with acute otitis media in 1942. From the first and second sections recording the duration of aural symptoms before admission it is clear that the majority of cases are received at too late a stage of the invasion for successful sulphonamide treatment, though most of them had already received out-patient treatment.
The third section records the duration of hospital stay required for resolution. The analysis has not been carried far enough to show that, the longest in-patient treatment is required in the youngest childfen.
The fourth section is an analysis by age-groups, and reveals the frequency of previous attacks of acute otitis media. 32-1% cortical mastoids. An analysis of the results of treatment by age-groups. The cases transferred were sent to other hospitals outside the service of the Children's Hospital (Fever Hospitals and E.M.S. Hospitals) before the conclusion of-treatment for the condition. ,It will be noted that two-thirds of the cortical mastoids opened were so transferred. This was done because of the pressure on in-patient accommodation in the Children's Hospital.
Of the cases transferred and recorded as dry on sulphonamide, and on sulphonamide and incision of the drumhead, no follow-up has been possible, and it may prove that a few of these required a cortical mastoid operation. The number is, however, small in relation to the full figures, and is unlikely to upset the validity of the conclusions arrived at.
There was no change in the type of case admitted during these two vears, nor of the severity of the prevailing infection.
Method of Selection of Cases for Adnmission The cases may be admitted either fronm the casualty department or on receipt of a telephone request from the patient's medical adviser; but chiefly from the out-patient department. They comprise the more serious types of infection which have proved resistant to treatment, or which may respond badly to ambulant treatment. In this out-patient department some 500 new cases were received in 1935. During successive years the number has steadily risen until now we have 1,200 new cases under treatment each year.
The 350 cases admitted in 1942 can be divided into: (1) Primarv otitis media, 264 cases, 75% of the series with an operative mastoid rate of 280%. This group comprises all cases where there is no-history of previous otitis media. (2) Relapsing primary otitis, 39 cases, 11% of the series.' This is a subdivision of the first, and shows -cases where a dry ear was obtained on an initial course of sulphonamide treatment but relapsed on withdrawal of the drug; a second course of sulphonamide was then given, in some cases with a satisfactory result. (3) Recurrent' otitis media, 86 cases, 25% of the series with an operative mastoid rate of 38%.
Here the operative rate is higher than in a primary otitis, and this is borne out by our experience that it is more difficult to obtain resolution of the infection by sulphonlmide treatment in a mastoid previously involved thain in a virgin mastoid.
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Although these figures show that 25 % of all admissions had had a previous otitis media, we should not regard this as the true incidence of recurrence; recurrent otitis media is recognized as a more resistant infection to treatment, and cases would normally be admitted to the ward. The true incidence of recurrence is probably in the region of 10% and may be less. lManagement of Cases (a) Adequate nursing care is essential for at least a week after all signs and symptoms have disappeared. They are retained in hospital for a week after the end of the sulphonamide course, as it is found that relapse is most likely to occur on the fourth day after the course of sulphonamide has ended.
(b) Drumhead incision where evidence of tension is present, or in the cases where spontaneous perforation has occurred without elimination of pain or pyrexia.
(c) Sulphonamide dosage.-Although estimation of the blood level of sulphonamide is advisable, an empirical dosage must be employed. .It is essential to use a heavy loading dose during the first twenty-four-hour period, and in practice it is found that in children between 3 and 6 years old an initial dose of 2 g. followed by 1 g. four-hourly in the first day, dropping to 4 g. on the second day, and 3 g. in each succeeding day for the next four days gives the best results.
The change in the dose is most easily made in the 2 a.m. feed. In infants a dose of 1 g. per day for every 7 lb. weight is a satisfactory working rule with sulplhadiazine.
My House Surgeon, Mr. A. F. Alvarez, has carried through a valuable investigation on the relation between the quantity of the drtug given, the urinarv ouitput and the blood level of sulphonamide obtained in a series of 13 cases. Thev fall into three groups.
In the fitter children the blood level quickly reaches its Deak whilst in those children who appear more ill, and less robust, the blood level rises gentlv. HIe also finds the urinary output of sulphonamide per day varies considerably from case to case, and cannot be relied on for information of the sulphonamide blood level maintained in the patient.
In the clinical managemnent of these cases a progress chart showing the amount of discharge from the external canal and (if opened) the mastoid wound is invaluable in assessing progress. On these charts the Charge Nurse records her estimate of the amount of discharge from each ear daily under oine of four headings, Excess, Medium, Small or Dry.
One case illustrates a sulphonamide failure in a long-standing infection. Child aged 7 years, admitted with a history of apparent acute otitis on the right side. Treatment by right drumhead incision and a course of 20 g. sulphonamide failed to promote resolution and twelve days later he developed a pyrexia of 103'. A cortical mastoid operation was performed. Later we learned that he had had scarlet fever five months before, and had been sixteen weeks an in-patient at the City Fever Hospital. Towards the end of that illness his right ear had discharged for twelve days, six weeks before we received him, and at the Fever Hospital he had already had two heavy courses of sulphonamide.
Another case which illustrates the failure of sulphonamide, and the severity of the toxic reactions that may occur in infantile infections, occurred in an infant of six months. He was admitted with a history of three weeks' earache, drurnhead incision prior to admission, and continuing aural discharge and carache. He had a 10 g. course of sulphonamide; although the discharge cleared, a fortnight after admission a raised temperature, rising pulse-rate and frequent stools suggested a continuing aural infection. Both drumheads were again incised and five days later a bilateral cortical mnastoid operation was performed as his condition was rapidly deteriorating.
From this time on his condition slowly improved, as usual the weight being the last to recover. A journey of 40 miles by ambulance to a country hospital, and a change of nursing staff, produced a minor relapse from which, however, he soon recovered.
CONCLUSIONS
(1) Always use sulphonamide in the earlv phase of invasion.
(2) Even when coming late under treatmnent up to the third week of infection there is no objection to the use of sulphonamide if no surgical contra-indications are present.
(3) The contra-indications are, with free discharge from the middle ear: (a) toxic appearance; (b) continued pyrexia; (c) severe deafness--below 18 in. for whispered voice; (d) any evidence of intracranial spread. All these are indications for exploration of the mastoid-which may of course be followed bv sulphonamide therapy.
(4) At whatever stage of an otitis, incision of the drumhead is essential where evidence of tension is present before sulphonamide restilts can be obtained.
Misuse.-(a) By failure to appreciate the objective; (b) by inadequate dosage; (c) by mistiming the application of sulphonanmide; (d) by continuing the application once evidence is present that the infection is not responding; (e) by continuing the use of the drue for more than ten days or exceeding 30 g. in a course; (f) by asking the drug to Proceedings of the Royal Society of Medi-ctne 2X produce results under unfavourable local or general conditions. Local: Infection with fluid under tension; Genieral: Ambulatory treatment: and where frequent recurrences of infection have occurred in the same mastoid.
In using sulphonamides in adults my best results were obtained by comnbination of sulphonamide earlv and superficial X-rays later.. Sulphonamide in chronic otitis is best used as a powder locally of 25 X, strength in boric acid powder.
Mr. G. Ewart Martin: Our departmental records indicate that ear cases are coming later to hospital for specialist advice. In many instances pain had been present for some days but having been given tablets by the doctor, the temperature and general well-being appeared normal; advice was only sought because of the deafness, yet there was pus behind the drum.
With what must be termed indiscriminate use of sulphonamides deafness is a much more common result of an acute ear than it was in the past.
Sulphonamides are not to be disparaged in the treatment of otitis media-far from it, as they have made the otologist's work very much easier. But the benefits are being negatived by faulty prescribing.
Here is a brief resume of the cases of acute otitis media, in my own department, for the five years previous to the use of sulphonamide and the five vears after its use. From our records sulphonamide, in the form of prontosil, was used in my department in 1937. It has not been pos3ible to incluzie patients who went to an outside hospital instead of the Royal Infirmary, Edinburgh, in 1941 to 1943 which will account for the apparent drop in the number of cases of acute outis media (suppurative).
CASES
It will be seen that in 1932 35 % of acute suppurative otitis media developed mastoid complications, in 1933 380%, while in 1941 9% and in 1942 20% required mastoid interference. The percentage of intracranial complications remains about the same, if anytlhing, a little higher, or so it would appear in comparing the 10% of 1933 with the 15% of 1941. The death-rate of intracranial complications is abotut the same, but the use of sulphonamide has revolutionized the treatment of meningeal complications.
Last year of the 23 cases developing mastoid complications of an acute suppurative or perforative otitis media 3 developed meningitis, and it is interesting to give a synopsis of these 3 cases.
(1) Female, aged 6. Admitted to hospital on 3.8.43 with a history of having had an acute otitis media on 14.7.43 when the drum had been paracentesed. She had been given fairly. large doses of sulphonamide.
On admission there was the suspicion of a Kernig's sign. Lumbar puncture was clear. A Schwartze operation was done the following day. The temperature remained high and a lumbar puncture showed cloudy fluid with a cell count of 5,000 and Gram-negative bacilli present on culture. She was kept on sulphonamides and altogether had 1984 g. of the sulpha preparations. Total sulphonamides 1984 g. Patient was also given pentnucleotide injections intramuscularly, 56 c.c. Recovery was complete. Patient was in hospital for seven weeks and when seen one month ago the ear was dry and healthy. The only difficulty was that she had a slight drop foot on the right side, possibly secondary to the intramuscular injections.
(2) Female, aged 33. Admitted on 28.12.42 with a definite mastoid infection following an acute otitis media which she developed ten days previously. She had had sulphonamide-about 2 tablets of M & B 693 each day before admission. There was no description of the ear.
On admission there was a posterior perforation. Swelling over the mastoid, slight neck retraction and a Kernig's sign was present. C.S.F. was turbid with a cell count of 2,000. The right mastoid was opened. There was a large pool of "laked" pus in the mastoid which was drained.
Patient was put on large doses of sulphonamide.
28 Total sulphonamides = 1434 g.
There was a growth of hamolytic streptococci from the mastoid and Gram-negative bacilli reported from the C.S.F. These were seen in further specimens, with a great number of pus cells. R;epovery was complete with a healthy ear and a hearing of a whisper at 8 ft. The piafent has been back at work since the middle of May 1943.
(3) Male, aged 12. Admitted on 22.11.43 with a history of pain in the ear for three days. On admission patient was restless. There was neck rigidity and Kernig's sign. The right drum was incised and the organisms showed -a pneumococcus. Lumbar puncture showed a cell count of 15,000 and a type 8 pneumococcus.
The patient was given sulphanilamide intramuscularly and sulphapyridine by the mouth every four hours for five days. The temperature came down in three days to normal but there was a relapse. He was transferred to the neurological department and there the sulphonamide was continued by drip along with anti-pneumococcal serum. He showed little response and died on 9.12.43.
The percentage of complications in otitis media, first mastoid, second intracranial, and third general, is still too high. Deafness as an after-complication is on the upgrade. I am far from convinced that sulphonamides given in the commencing stages of acute otitis media (non-perforated) have any value on the course of the infection. The sulphonamides also can have little action where there is erosion of bone.
It may be that with further work on the penicillin group our ideas on the treatment will be revolutionized, but, at present, there is no rule of thumb treatment with the sulphonamide group in an otitis media such as there is in cerebro-spinal meningitis.
My own plan is to give sulphapyridine (M & B 693) if necessary only after the paracentesis has been done-not before-and in fairly large doses. M & B 693 has a stronger action on the pneumococcus though it is more toxic to the patient. This can be continued until the organisms are isolated when the treatment can be changed. It must be impressed on the student or the general practitioner that if sulphonamide is given in an acute otitis media the ear requires more careful watching than if the drug were not given at all.
Mr. F. W. Watkyn-Thomas said that sulphonamides would act in tissue fluids so long as there was an invasion of the blood-stream, of the lymphatic stream, or of the cerebrospinal system. He did not believe that they would act effectively in bone, or that they could act at all in an abscess when the vessels leading to it were thrombosed. Nor did he think they were effective against pus. For this reason the operative word in Mr. Stirk Adams' paper was the "invasive stage".
He was not altogether in agreement with Mr. Martin about not giving sulphonamides before a paracentesis. He felt that the useful time to give the sulphonamides was, if possible, within the first hour or two of the invasion, and then to give them in a loading dose. Once one did a paracentesis one had pus, and there he would stop the sulphonamides and wait and see what happened. Some years ago he was an early operator, but now wviththe sulphonamides they had that confidence which enabled them to await events. If the patient did get meningitis, which was unlikely, a first-rate weapon was available as an aid to surgery. They were fortified in their resolution to wait for a week or a fortnight, and, even without sulphonamides,'a great many of these cases did clear up.
Although the number of mastoid cases had certainlv fallen it was his impression, although no more than an impression, that the number of intracranial complications had not fallen during the last few years. The mortality of meningitis had enormously improved, but the actual incidence of meningitis had not diminished.
The question of petrositis: When there was any indication of petrosal invasion he was most strongly opposed to giving sulphonamide, which could not affect the process, but could mask the signs, and this was very dangerous. He preferred to keep sulphonamides in reserve and not use them unless he had definite evidence of meningeal or vascular invasion.
Mr. L. Graham Brown desired to stress first the delay in resolution in cases of acute otitis media in which sulphonamides had been given. He would cite one case. A clergyman had an attack and was treated with sulphonamides. The acute conditibn subsided and the tympanic membrane healed. Seen for the first time by him it was noticed that the drum head was of a greyish-pink colour, indicating incomplete resolution. Being in a quandary as to what to do, he kept him under observation for a while and then came to the conclusion that it was necessary to incise the drumhead, which he did. That healed again quite readily, but the same appearance persisted for three or four months before the patient regained normal hearing. This case illustrated the delay in resolution which might occur in using sulphonamides. Secondlv sulphonamides undoubtedly masked the symptoms and might lull one into a sense of false security. He attended certain municipal hospitals where, after the use of sulphonamides, complications were occasionally seen. One case was that of a girl, aged about 18, who was admitted to hospital with acute otitis. She was treated for a month with sulphonamides in the ordinary way and then discharged. She turned up at the-out-patients' departmentthis was the first time he had seen her-and he diagnosed a mastoiditis and operated at once. Although the lateral sinus was on the point of becoming infected complete recovery ensued.
Another case was not so fortunate. This patient was admitted to hospital and put on treatment with sulphonamides. He did not see the case for a week after admission, and then noticed that the patient complained very little, the temperature was normal, the pulse-rate was normal, and the only symptom was a little deafness with discharge. The appearance of the drumhead did not then suggest a mastoiditis. A week later when he next saw the patient he came to the conclusion at once that mastoidectomy was necessary. He operated and found pus in great quantity in the mastoid. The wound healed completely and the patient left hospital apparentlv cured. About ten days later he received a telephone message from another hospital to the effect that the same patient had been admitted with signs of meningitis. He died and at autopsy a cerebral abscess was found.
He agreed that sulphonamides were of use in the early stages of infection, -but he thought that was their only use apart from their recognized value in intracranial complications. After infection got into the bone no sulphonamides would cure it.
Lieut.-Colonel Norton Canfield, U.S.A.M.C., said that the present paper was very timely.
Mr. Stirk Adams had followed his cases through very well. Under circumstances of extremely close clinical observation there could be no doubt that the use of the sulphonamides was very valuable in some cases, but he wished to express agreement with those who had already spoken concerning the difficulties arising from the use of the drug. From their own experience with military personnel thev were rapidly coming to the conclusion that the drug was causing more trouble among the troops than it did good. He said that because of the manner in which it had to be used. Military personnel were under much less satisfactory observation in many cases while the drug was being used than were ordinary civilian patients in hospital. These military patients went back to duty and then they had a flare-up of infection. He still thought that in the first few days of infection the drug could be used, but it should be used no longer than one week unless severe complications ensued.
The President said that one point which had not been mentioned was the connexion between the sulphonamides and agranulocytosis. A large number of papers had been published blaming the sulphonamides for these developments. He wrote to the medical department of Messrs. May & Baker, the producers of the drug, and in their reply they said that they were.satisfied on the point that sulphonamides could produce agranulocytosis and had done so. Several papers had been published on this point and certain very striking cases were described in the American Journal of Medical Science for June 1942, and two other cases in December 1943, which were quoted in The Practitioner.
These latter patients were cadets aged 22 and 26. Both were critically ill and not expected to recover when sulphadiazine was administered. Most people under these circumstances would have concluded that the sulphadiazine was a factor in the production of the ensuing agranulocvtosis, but the surgeon in control of the cases reinstated the sulphadiazine treatment, got the blood level up, and both cases recovered completely under big doses of the compound.
Therefore it did not seem to be proved that the agranulocytosis was due to the sulphonamides. He himself was perfectlv convinced, having had one or two cases, that a high septic infection was just as likely to be a factor in the production of agranulocytosis as the sulphonamides. He had a case last year in a child aged 2 with streptococcal infection of the throat. Sulphadiazine was given, the total dose being 2 25 g., a very minute dose. The patient was sent into hospital under the care of one of the physicians. Other treatment for agranulocytosis was carried out, including liver extracts, blood transfusion, pentnucleotide, &c., but the child got u-orse. He suggested that the child should be put on large doses of sulphathiazolc, but 4he physician in charge would not agree with that suggestion and the child eventually died. He thought, that in this case, the conclusion that the agranulocytosis was due to a minimal dose of sulphonamides, was quite unfounded. In his opinion the agranulocvtosis was a direct result of the extreme septic intoxication. He believed that had it been possible for the child to have been adequately treated with sulphonamides it might have had a fair chance of recovery. Wing Commander G. H. Bateman gave the Section some statistics concerning the treatment of otitis media in Service hospitals. The cases were all primary ones; recurrent cases had been excluded. During 1942-43 there were 705 cases in this group of which 333 were treated with sulphonamides and 372 without. Among the cases treated with sulphonamides 49, or 14-7%, required mastoid treatment, and in the cases treated without sulphonamides, 35, or 9 5%, required such treatment. These figures might or might not be significant. In the cases treated with sulphonamides the average time from the appearance of the first symptom to the giving of the sulphonamide was 3-4 days and the average time from the first symptom to operation was twentv days. In the cases which did not have sulphonamide the average time from the first symptom to operation was seventeen days. Thus they were very similar groups of cases.
Mr. I. S. Hall said that in Edinburgh during the three years prior to the use of sulphonamides there was an equal ntumber of cases with the same complications as during the last three years-about 32 in each period; this for a hospital population of just over 10,000. These figures went to prove that there was no reduction bv the use of sulphonamides in the incidence of complications. But there was possibly an explanation of that circumstance, and if the careful work that Mr. Stirk Adams had told them about was extended they could fairly expect a reduction in the incidence of complications, because the majority of such complications vere in recurrent or chronic cases. If the incidence of otitis media and its more serious manifestation of mastoiditis could be reduced in any way, the incidence of complications might eventually be reduced also. From his figures it was shown that whereas the mortality was high among the pre-sulphonamide group, the mortality had been reduced to a quarter after sulphonamides came into use. The important point was that in sulphonamides we had a most potent weapon against the complications of otitis media.
Mr. R. D. Owen said that Mr. Ewart Martin was verv fortunate indeed to have had so many cases of acute otitis mediBL with so few complications. His ability to get the cases early and to retain them in hospital under observation from the beginning proved how valuable it was from the very few cases in his series that went on to mastoid retention.
This not only proved the value of early and efficient use of sulphonamides but also that the same consistent result could be obtained by early treatment. This in his opinion was a strong reason why acute otitis media should be made a notifiable disease. It was the only way to prevent the chronic form.
He asked Mr. Stirk Adams whether he advised the use of the Politzer bag during the recovery period following acute otitis media as a measure to prevent the retention of effusion in the tympanum.
Major G. C. Large, R.C.A.M.C., said that during four years of ear, nose, and throat work in the Canadian Army he had yet to do a inastoidectomy. He thought that the main reason was that the cases were received verv early, in fact within a few hours. Whether the regimental medical officer had become "ear conscious" he did not know. During the past three months he had been able to work wholly with the British Army; in that time he had seen some 300 ear cases, and had had to do 15 cortical mastoid operations. The cases had been seen an average of five days after onset. The great importance in the use of sulphonamides was the very early treatment with these compounds and in large doses, along with the usual treatment of paracentesis, cleaning and drops.
Mr. R. L. Flett said, with regard to early treatment with sulphonamides, that in a number of these cases of acute otitis media, if one got them within six hours, quite often paracentesis was not required. The drug was then, he thought, definitely of value.
In children under 2 he found this a verv treacherous drug to use. He had had three cases in which children between fifteen months and two years of age had been sent into hospital, two of them with a diagnosis of bilateral mastoiditis and one with bilateral otitis media. All were put on sulphonamides, improved and sent home. They were first brought to him about four months later when all three children were totally deaf. He decided to do a mastoid operation on all of them, and the mastoids were found occupied by granulations of a rather pale colour. There was some puis, rather thickish in nature. The mastoids and drums healed up. All these children were now in a deaf and dumb institution. At the early age at which these children had been sent into hospital one could not tell that they had lost their hearing.
Major J. I. Munro Black, R.A.M.C., said that he had been in a hospital where he had seen his acute otitis cases within a matter of hours. Even three days was too late. On seeing the cases within a matter of hours, he was amazed at the satisfactory results with routine treatment using sulphathiazole. He did not extend that treatment for more than two or three days with 15 to 20 g. If at the end of that time they were not doing well he stopped everything. He added that the civilian consultant only saw the patient where the general practitioner failed.
Mr. F. C. Ormerod said that apart from the treatment of complications, the first few hours in the disease were the only time when the sulphonamides were of use. Brigadier Whitby had postulated that the sulphonamides must be given early and in heavy doses, and that they were of no value in the treatmenit of a bony cavity containing pus. Major G. A. Henry, R.C.A.M.C., said that in the winter of 1942-43 in a large camp serving 30,000 to 40,000 men there were some 260 cases of acute otitis media. It was the policy to hospitalize these men at the first sign of an acute middle-ear infection. Siilphathiazole was given in adequate dosage immediately if the drum had not ruptured or paracentesis was not urgently required. If a purulent discharge were already present on admission, unless the patient had a high fever or scemed ill, sulnhathiazole was not usually given. Local ear treatment and nasal shrinkage by ephedrine spray was routinely carried out. Among this group only five went on to mastoidectomy. Two of these required extensive operative treatment because of a meniingitis which occurred early in the course of the ear infection but fortunately recovered. All cases were hospitalized until the ear had been dry for a few days. He had not noticed that there was much loss of hearing on discharge and only in 1 or 2% of cases was the man sent out with a perforation of the drum. Major E. P. Fowler, U.S.A.M.C., said that the two openers had spoken about the effect of sulphonamides in the early stages, and Mr. Stirk Adams had givein statistics concerning fairly severe cases of otitis media-the two were not comparable. It was extremely important to know what organism was involved, and also to keep in mind the fact that a large number of these cases got well without any sulphonamides at all.
No speaker had mentioned very seriously the question of the development of chronic ear trouble. He was under the impression that in the American Army a certain amount of recurrent ear trouble and eventually chronic'ear trouble and permanent deafness were caused by inadequate and promiscuous use of sulphonamides. The sulphonamides were given early by almost all the medical officers, but they were often not given in the right dose and over a long enough period. His own rule of thumb method was to continue until the hearing improved. Sulphadiazine was used in the American Army and it was possible to give it for weeks or even months. The other drugs, sulphapyridine and sulphathiazole, could not be given for such a long period, and they were more likely to cause reactions, especially sulphathiazole. The sensitivity of the individuial to the drug must be considered. With some people the drug worked very well, and with others not at all. He had been interested to hear Mr. Ormerod call attention to the increase in mastoiditis this year, because in the American Army they had' had the same experience in spite of the almost universal treatment of all acute otitis with sulphonamides.
On the general question he would only say that judgment must be based on the individual case. If the sulphonamides worked, they should be continued for a long time; if they did not cause dramatic improvement at an early stage. a mastoidectomy should not be too long delayed. Certainly no drug yet developed permitted one to discard or delay myringotomy as is believed by many general practitioners and pTediatricians.
Mr. Stirk Adams, in reply, stated that he regarded the failure of recovery of hearing in the affected ear as evidence of an unresolved infection and usuallv an indication for mastoid exploration. Politzerization might be used where incomplete recovery of hearing bad taken place, but not in the immediate post-inflammatory period. He stressed the great care required in accepting a recovery as established, and in refusing to allow a patient release from supervision in the phase of apparent recovery, before this recovery had been tested by gradual restoration of physical activity.
